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From The Desk o fthe Dire ctor [

Climate change has a critical impact on human health. It is well known that a combined effec
climate change, demographic changes, social factors such as poor hygiene, lack of sanitatio
with overdretched health services has led to rise in many wéchore, wateborne and emergence
of new diseases. Heat exhaustion and heat stroke are also directly related to commonly occl
heat waves and freak weather conditions due to climate change gl@ailigad story in this issu
of newsletter focuses on impact of heat related iliness and its preventive measures.
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Elimination of tuberculosis by 2025 is one of the key goals of the policy. Monitoring disease trends section focuses
of annual TB wtification rate by RNTCPThe outbreak section has a report of measles outbreak investigation in

Meghalaya

This issue also carries a report preparedness regarding Ebola detection at International Airport, Delhi. Surveillance
readiness at our airportsea ports and international land crossings is important for protecting our population from glc
health threats. Many other activities carried out by NGP€also featured. | hope you enjoy going through the newslett

Issue Highlights Highlights in this issue

Climate Change and Heat Related lliness: Impact on
Human Health

As per fourth Assessment Report of Intergovernmental Ram€llimate change
(IPCCAR4) , the term O6climate change
climate that can be identified (e.g. using statistical tests) by changes in the
and/or the variability of itproperties, and that persists for an extenpexdod,

typically decades or longer. It refers to any change in climate over time, wh
due to natural variability or as a result of human activity.

IPCC Special Report on Extreme Events (IPEREX) concludes that there hs
been an overall decreaserinmber of cold days and nights and overall incre
in warm days and nights, at the global scale. The probability of a particulal
wave can be attributed to climate change is 75% or more, and on this bas
likely the excess mortality attributéd heat wave was caused by anthropoge
climate changeln India the heat wave occurs during the dry season, w
typically lasts from March to July with peak temperatures in April and M
Although the weather typically remains hot until late Octobeme respite from
heat is seen due to Indian monsoons.
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Criterion for Heat Wave for Land Mass
Based on departure from normal
A Heat Wave: Maxi mum Temperatur &€ Departur e

A Severe Heat Wave: Maxi mum Temperature De

Based on Actual Maximum Temperature
A Heat Wave: When Actual Maxi mum Temperatu

A Severe Heat Wav e : When Actual Maxi mum Te

Criteria for Heat Wave for C oastal Stations
 Maximum Temperature Departure@s4 . 5UC from nor mal range.
Heat wave may be described provided maxi mu

Every year India experiences severe heat waves in summer, causing abnormally high casualties

Criteria for Heat Wave
Heat wave is considered when maximum temperature of a station reaches
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A healthy human body maintains a temperature of about 37°C (98.6°F). When body temperature rises,
increased sweating and blood flow to the skin lowers down the tempetdéaaterelated illnesses results

due to inability of body to cool down after gaining heat. This depends on the exposure to factors like high
temperature along with humidity termed Heat Index (Temperature + Humidity). The condition
worsens in cases of ew exposure to heat as in strenuous physical activity or outmtampational
activities. As the temperature and relative humidity increase, they combine to createiraldredhat

feels hotter than the actual temperature. For example, tieetemperatdis 36°C with 65 percent
humidity, it actually feels like 51 degree C.



Impact of Climate Change on Human Health

As per the basic processes of human

#ClimateChange thermoregulation, If the body

WHU |s AT RlSK UF CUMATE CHANGE‘) temperature rises above 38°C (heat

g exhaustion), physical and cognitive

Those living in poverty, as Outdoor workers and people | Children are the most functions are impaired; above 40.6°C
well as women, children living with chronic medical vulnerable due to long .
and the elderly. conditions. exposure to environmental risks. (heat Stl’Oke), rISkS Of Organ damage,
loss of consciousness, and death
increase sharply. The factors which
interplay in occurrence of these
morbidity and mortality majorly are
vulnerable population and vulnerable
regions.

The vulnerable population implies the

demography (extremes of age, sex,

population density, and pregnant
women), Health Status (proportion of
malnourished, population with
infectious and chronic diseases,
mentally or physically disabled
people), socigecoromic status (poor/

/ 7 ; marginalised more vulnerable), type
Thselivjngmmegacities,smallisland ' Countrieswithweakhealth Of _Occupation or SOCi'OUItural
el ) ke practices.

The wvulnerable regions implies
unplanned urban housing, proportion
of slums, drought risk zones, watdressed zones, foadsecure zones and remote riaedas

Risk Factors and its Mechanism to Cause Heat Related llinesses

Risk factors Mechanism

Individual (demographic)

Elderly and very elderly Changes in thermoregulation, renal function and health status,
reduced water intake and reduced physical gbilit

Female and elderly or very Differences in thermghysiological functioning + above

elderly

Single and elderly or very Social isolation + above

elderly

Infants Thermoregulation immature, smaller body mass and blood volur
high dependency level, dehydiion risk in case of diarrhea

Health

Acute health conditions Conditions such as acute renal failure, cerefascular disease,

heart failure, pneumonia and infectious diseases impair
thermoregulatory responses during heates

Chronic health conditions Reduced thermoregulatory ability, high risk of acute events,
exacerbations of disease, reduced ability to care for oneself, anc
appropriate protective action and/or seek assistance Cardiovasc
and respiratory diseases and their treatment arigloést priority
(see information sheets on health conditions and adverse effect:



Medication use

Being confined to bed
Being hospitalized
Living in institution (e.qg.
nursing home)
Socioeconomic

Low econanic status (poverty;
low income), low educational
level

Being homeless

Social isolation
Not leaving home daily

Lack of access to air
conditioning at home
Lack of access to health care

Environmental conditions
Air pollution

Poor housing conditions
Occupational exposures

(especially for males)
Urban areas

medications)

Interaction with physiological response to heat and hydration ste
concurrent chronic diseases

Poor health status,aaced mobility and high dependency level

Poor health status, lack of air conditioning

High care dependency and poor health status; potentially too ho
rooms and spaces

Poor people tend to have a higher underlying prevalence of chrc
diseases, lower housing quality and lessvedted andcooled
homes

Lack of shelter, concomitant chronic diseag#s/sical and
psychiatric diseases)

Delay in receiving help and medical care

Lack of social interaction

Prolonged exposures to
physiological mechanisms to recover

Lack of advice on and treatment of existing health conditions, ar
delay in care for heatlated conditions

high 1

Combined effect of high temperature airdpallution (particulate
matter (PM) and ozone)

Risk factors include living on the top floor, or in poorly ventilated
crowded accommodation; not having air conditioning; poorly
insulated buildings; windows exposed to sun, etc.

High exposure levels that reduce thermoregulatory ability, risk o
dehydration

Cities tend to become hotter than surrounding areas due to the |
island effect. This increases the severe heass&xperienced durin
the day and further impairs the body tolerance of heat combinec
the absence of relief at night

(Source: WHO Heat_information_sheet.pdf)

Other things that may increase your risk of heatrelated illness include:

1 Increased body nsa;

T Drinking too much alcohol or caffeine;

1 Chronic illnesses such as uncontrolled diabetes or hypertension, heart failure, emphysema, kidney

failure, colitis, mental health issues, and cystic fibrosis;

Previous heat stroke;

=A =4 =4 -4 -4

Certain medications such as ditics or water pills, and certain psychiatric medications;
Exercising or working in hot weather;

Being unable to find a place to cool down; and

Not drinking enough water/ fluids during hot weather.



Medical
condition
Heat rash

Heat oedema

Heat syncgpe

Heat cramps

Heat exhaustion

Management of Heat Related Ilinesses

Symptoms/ signs/ mechanism

Small red itchy papules on face, neck,

upper chest, under breast, groin and

scrotum areas. All are prone especially

young children. Infection with

Staphylococcus can occur. It is attribut
to heavy sweting during hot and humid

weather.

Oedema of the lower limbs, usually

ankles, appears at the start of the hot

season.
This is attributed to heanduced

peripheral vasodilatation and retention

water and salt.

This involves brief loss of consciousne:
or orthostatic dizziness. It is common it
patients with cardiovascular diseases ¢
taking diuretics, before acclimatization

takes place.

It is attributed to dehydration, periphere

vasodilatation and decreaseshous
return resulting in reduced cardiac
output.

Painful muscular spasms occur, most

often in the legs, arms or abdomen,

usually at the end of sustained exercist
This can be attributed to dehydration,

loss of electrolytes through heavy
sweating and muscle fatigue.

Sympbms include intense thirst,

weakness, discomfort, anxiety, dizzine:
fainting and headache. Core temperatt
may be normal, subnormal or slightly

Management

U Shift the person to a shady cc
place

U Loosen or
clothing/s

U Keep the skin cool and dry

U Avoid using creams, lotions
ointments unless directed [
physician

Treatment is not required as oedern

usually subsides following

acclimatization.

Diuretics are not advised.

remove tigh

The patient should rest in a cool
place and be placed in a supine
position with legs and hips elevated

to increase venous return.

Other serious causes of syncope ne
to be ruled out.

Shift the person to a shady cc
place
Carefully stretch muscles and
massage gently the cramping musc
Oral rehydration may be needed, lil
water, fruit juice, coconut water,
buttermilk, lemonade or sports drin}
but avoid sugary drinks and alcohol
or caffeine..
Exercise or heavy work should be
withheld for a few hours or till
person recovers as further exertior
may lead to more serious iliness lil
heat exhaustion or heat stroke.

Get medical help if cramps do not
get better after an hour, or if there
are other medical problems.

Shift the person to a shady cc
place

Make the person lie down, aft
loosen or remowvaof tight clothing
and raise his or her legs and hips



elevated (less than 40 °C). Pulse is

increase venous return.

thread with postural hypotension and U Sprinkle cool water or soak clothin
rapid shallow breathing. There is n with water or if possible give
alteration of mental status. shower or bath

This can be attributed to water and/or | .G!VG cool fluids like Wabter, f”.JI':
salt depletion resulting from exposure 1 jlwce, Zoconut Watz:i!{ butterm_l q
high environmental heat or strenuous SMETERLE OF SO0TS (5 (B Gl
physical exercise. sugary drinks and alcohol ¢

caffeine.

U Monitor the person carefully. If
they get worse, or do not get any
better within 30 minutes, get
medical help.

U If the person has vomited, and
continues to vomit after you have
taken the above steps to @ them
off, get medical help right away.

Heat stroke (life  Hot, dry, red skin; lack of sweating; u ICa;IrI]the amburllr_ilce_z
threatening rapid pulse; headache; high body S?hifte trl*?:an(\évrsgr)\. to a shadv cc
condition) t e mper aiCymrapd agd@Hailbw I pet ditiored y
breathing; confusion; unconsciousness place or an aiconditioned area
coma. Remove any unnecessary clothing
do everything to cool the person
like:

U Sprinkle cool water or soak clothin
with water

U Once the person is wet, give direct
air to cal the person

0 Put the ice on |
neck, armpits and groin area.
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9 Donét drink |iquids that contain alcoholrn, soft
as these actually lead to loss of more bfidig or may cause stomach cramps.
Stay indoors and, if at all possible, stay in a cool ecairditioned place
Electric fans may provide comfort, but when the temperature is high take a cool shower.
Keep wndows and curtains closed during the day, especially on the sunny side of your house. Open
them up at night to let cooler air in.
Wear lightweight, lightcolored, loosditting preferably cotton clothing.
NEVER leave anyone in a closed, parked vehicléemperature inside the vehicle is usually higher
than outside.
1 Although any one at any time can suffer from kbreddted illness, some people are at greater risk
than others. Check regularly on:
o Infants and young children
People aged 65years or older
Peopé working outdoors
People who have a mental illness
Those who are physically ill, especially with heart disease or high blood pressure
If you must be out in the heat:
o Limit your outdoor activity to morning and evening hours.
o Cut down on exercise. If yauust exercise, drink two to four glasses ofatgoholoc drinks.
A sports beverage can replace the salt and minerals you lose in sweat.
Try to rest frequently in shady & cool areas.
Take regular breaks from any physical activiigt leasievery hour.
Avoid strenuous activity during the hottest part of the day.
Protect yourself from the sun by wearing protective clothing.
(Contributed by: Drs Shikha Vardhan, CS Aggarwal, NCDQ
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#ClimateChange
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CLIMATE CHANGE THREATENS YOUR HEALTH

Vector-borne
Q diseases, like malaria
and dengue virus will

7 increase with more
humidity and heat.
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Small island or
coastal town

Drought,
floods and N z

heat waves /j_
will increase. % &7
\

lised by drought.

Between 2030 and 2050 climate change is expected to cause

250 000 ADDITIONAL DEATHS PER YEAR

due to malaria, malnutrition, diarrhoea and heat stress. Heal
Organization




Outbreak Investigation

Outbreak investigation of measles in community with low vaccination
coverage, in East and West Jaintia Hills Districts, Meghalaya, India o}
January 2017

L

"\ #pat map of measies cases n By e FgEm Background: Measles is a leading
A iy L) 2 1 ] T PR, .

cause of childhood mortality among
vaccine preventabl diseases in India.

Although WHO South East Asia

Region countries have resolved to
eliminate measles by 2020, India has
still reported around 297 measles
outbreaks in 2016.

) ; ‘ % , _ | We investigated measles outbreak at
¥ W PR L R East and West Jaintia Hills districts in
U ' T ' Meghalaya to describe epidemiology,
determine risk factors, and
recommend preventive measures.

Figurel. Spot map of measles cases recorded by GPS coordinates fro
house to house survey in Byrwai villagdanuary, 2017 (n=192).

Methods: We defined case as fever and maequédpular rash with cough, coryza, or conjunctivitis in East
and West Jaintia Hills from August
28, 2016January 9, 2017. We
searched for cases by passive
surveillance from health facilities and
by houseto-house survey in most
affected villages.

Numerical Global Positioning System
(GPS) coordinates expressed by

latitudes and longitudes was used to
' I i I 0 LII l II locate the cases Byrwai village.

Figure2. Time distribution of measles cases as per househouse We conducted retro_speptlve cohort
: oo _ study to assess vaccination coverage,
survey in Byrwai village, January 2017(n=192).

vaccine efficacy, and risk factors
‘ ‘among children O 15
village in East Jaintia Hills. Data were

—
=)

No. of cases

I R T R U A -]

collected by house to house survey using sstmictured questionnaires comprising of
basic sociademographic, clinical information, complications, vaccination status, and exposures / travel
history.

We collected five serum samples for measles IgM testing and two urine
samples for measles RNA by reverse transcription polymerase chain reaction.

Results: We identified 325 cases (51% female) including three deaths from various p&dstqfl91)

and West (134) Jaintia Hills districts; median age was 4 years (range: 3 ns@nytesars). All the cases

were presented with fever and rashes. About 104 (32%) cases of measles were reported in August, 63

(19%) cases in November, 51 (16%) caseBé&cember and about 64% of the cases were less than five
years of age.

In Byrwai village, we identified 192 cases (figurel) with population attack of 8%.Complications were
seen in 29% of cases and among them diarrhoea (15%), pneumonia (9%), crouweé2Po(0.5%) and

others (2%). Only 16% have received vitamin A. The outbreak started from August 31, 2016 to January

18, 2017(figure 2).
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Immunization coverage of the entire cohort was 29% for MCV1, 19% for MCV2, and 26% for vitamin A.
Vaccine efficacy wa 92%.

The relative risk (RR) of unvaccinated children to vaccinated children for MCV1 was 5.3 {95%
confidence interval (Cl), 3-8.9}. The relative risk for not being vaccinated are unawareness of mother
about vaccination (RR, 1.9; Cl, 1246), lack oftime of parents for taking their children to vaccinate (RR,
1.7; ClI, 1.22.3) and fear of injection (RR, 1.5; CI, 1128).

All serum and urine samples were positive for measles IgM and RNA, respectively.

Limitation s: There was expected recalls bias lo¢ interviewee regarding the vaccinations status for
ol der children and the childbés who were il]l mor e

Conclusiors: This was large measles outbreak in low vaccination coverage area with illness associated
with unawarenessf vaccination, fear of injection, and lack of time.

We recommended organising immunization awareness camp in the villages. To strengthen routine
immunization programme by preparing complete and comprehensive microplan with head counts of the
beneficiares by ASHA/ ANM of Jaintia Hills districts. We also recommended planning outreach
vaccination on Sundays for labourer populations.

(Contributed by: Drs. Dipu Lowang*, M Dhuria**, R Yadav***, H.J Uriah *, P Mylliem*, E
Saroha***, C S Aggarwal**, S V Sodha**, P Khasnobis**, S Venkatesh**)
* EIS Officer, ** NCDC Delhi, *** CDC India, *Meghalaya Health Services

Evaluation of Ebola Virus Disease Surveillance at Indira Gandhi
International Airport, Delhi 2016

Background: Ebola virus disease (EVD) alsmdwn as Ebola haemorrhagic fever, is an acute severe,
often fatal illness in humans if untreated. EVD first appeared in 1976 in two simultaneous outbreaks, one
in Nzara, Sudan and the other in a village Yambuku near the Ebola River in the DemocratieccRépubl
Congo (DRC), from which the disease takes its ndghela virus causes viral haemorrhagic fever with
case fatality rate 25% 90%. The virus is transmitted to human from wild animals and spreads in the
human population through human to human trarsiors An outbreak of Ebola virus disease (EVD) in
20142016 in Guinea, Liberia, and Sierra Leone was the largest ever with 28,637 illnesses and 11,315
deaths. It has also spread between countries starting in Guinea then spreading across land borders to
Siera Leone and Liberia, by air (1 traveller) to Nigeria and USA (1 traveller), and by land to Senegal (1
traveller) and Mali (2 travellers). The most severely affected countries are Guinea, Liberia and Sierra
Leone. In August 2014, WHO declared EVD a pubkalth emergency of international concern.

To mitigate the import of EVD to India through people visiting from affected countries, Government of
India planned a strategy incorporating WHO recommended guidelines for EVD and decided to screen all
passengrs from EVD affected countries at various points of entries (Airports, sea ports and International
land crossings). Primary strategy was to identify suspects by setting up fever surveillance as an alert
mechanism at points of entries. Rapid response (B&tif) was constituted and suspects were referred to
designated hospital linked to each international airport for proper management.

At international airports, the health staff was trained for identification of EVD case.

A suspect case of EVD was dedthas: A person who has both consistent signs or symptoms and risk
factors:

Volume -6, Issue -1 9 January -March, 2017



1 Elevated body temperature or subjective fever or symptoms, including severe headache, fatigue,
muscle pain, vomiting, diarrhoea, abdominal pain or unexplained hemorrhage;
AND
1 An epidemiological risk factor within 21 days before the onset of symptom

Travel advisory was issued and IEC material was displayed at the airports. Screening of passengers was
done through selfleclaration form (in English) which was to be filled on volmtbasis. All self
declaration forms were checked by the immigration officers at the arrival section and the passengers were
screened by thermal cameras for fever. Suspected cases of fever were further examined by doctors and
admitted at airport health fide (APHO) wards for further tests. Samples for sent testing were sent to
National Centre for Disease Control (NCDC) Delhi & National Institute of Virology (NIV) Pune, the two
national reference laboratories identified for Ebola virus testing.

We conduted the evaluation of the surveillance system established for EVD at Indira Gandhi
International Airport, Delhi to describe the surveillance for detecting a suspected case of EVD, to assess
the attributes of the surveillance system, and to recommend resasustrengthen the surveillance
system.

Methods: We interviewed key informants involved and various stakeholders (DDG IH, APHO,

Immigration officers, staff at APHO and department of microbiology at NCDC) and reviewed protocols
to describe the surveillae system. We evaluated the surveillance system based on the following
attributes: usefulness, simplicity, flexibility, data quality, acceptability, sensitivity, timeliness, and
stability. Desk review of records and reports from August 2014 to OctohBr@ds also carried out.

Results: Usefulnesg Out of 798756 passengers screened at IGI Airport Delhi, 18518 were identified as
at risk passengers (Low18480, Medium- 5, High - 83). Eighty three suspects and one positive case
were identified by the sgem.

At Risk passengers identified
3000
2500
2000
1500
1000

500

Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15

Figure 1: At Risk Patients identified during screening at IGI Airport, July 2014 October 2015

The surveillance system was simple as reported by all the informants who were interviewed except
difficulty faced by few passengers in filling the form in English language. Maximum passengers were
screened in the month of December 2015 aaduslly declined after April 2015.

Volume -6, Issue -1 10 January -March, 2017



Suspected cases identified
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Figure 2: Suspected casdsentified during screening at IGI Airport, July 2014- October 2015

Regarding flexibility, the system was flexible as at the beginning 12 Airlines were identified for screening
passengers coming from affected countries via Gulf at 18 international airports which was latetdimited
seven airports in India. Airlines list identified for screening was also revised twice during the process and
reporting pattern revised once.

Data quality was good as daily and weekly reports reviewed were found to be 100% complete.
Acceptability of gstem was good as 98% of the addiclaration forms were found complete and 100%
reports prepared at APHO were sent to higher office.

Timeliness and completeness for daily and weekly reports was found to be 100%. Average time taken by
laboratories to sehreport to Airport health office (APHO) was <24 hours. The system was sensitive
enough to identify even one positive case among 18518 at risk cases screened by the system. Down time
for the computers and thermal camera was 0% which shows that the systatable.

Conclusion: Surveillance at IGI Airport was sensitive, simple and flexible and well supported by
laboratory at National centre of Disease control (NCDC). Immigration department supported the staff
from APHO in carrying out high quality surllance. Self declaration form printed in English posed
problem for few passengers.

(Contributed by: Drs CS Moghe EIS Officer, Meera Dhuria, CS Aggarwal, NCDC)

Upcomin g Conferences/ Workshops

The 12th Joint National Conference of Indian Society for Malaria and Other Communicable Diseases & Indian Associatiof
Epidemiology,|SMOCD 2017 will be held from 13 September 2017, Pune, India

Conference websitehttps://www.ismocd2017.convenue Armed Forces Medical College (AFMC), Pune, India

The 9thTEPHINET Global Scientific Conferencewill be held from August 711 in Chiang Mai, Thailand. Pieonference
workshops will be heldn August 6. On August 5, TEPHINET will host an FETP Program Directors Meeting.

Conference websitehttp://tephinetglobal.cvent.coWenue: Empress Hotel ahConvention CenteChiang Mai, Thailand
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NCDC News

Regional Consultation for

National Action Plan on Climate
Change and Human Heal
Zone

th: South

b .
A P

Ministry of Health & Family Welfare
(MoHFW) constituted a\ational Expert Group

on Climate Chage and Health (NEGCCH)
under the chairmangh of Dr. Vishwa Mohan
Katoch Former Secrety (Health Resard),
Government of Inch and Former B, ICMR.
National Centre for Diseases Cont(®NCDC)
was identifiedby MOHFW as the nodaagency

to coordinate working of the Expert Group and
to draft strategiesfor Health Mssion The
Expert Group after detailed deliberation has
prepared the strategsfor National Action Plan

on Climate Changand Human Health.

Four regional and one national stakeholder
consultations have been planned to review and
update strategies of NAPCCHH. Centre for
Environmental and Occupational Health, NCDC
is organizing these omsultations. The first
regional consultation concluded ofi® and ¥
March 2017 at Health & Family Welfare
Training Centre, Chennai, Tamil Nadu. The
consultation was inaugurated by Dr Darez
Ahamed, Mission Director, NHM, Tamil Nadu.
Dr Darez stressed thamportance of health
adaptation for Climate Change. It was attended
by representatives from Tamil Nadu, Puducherry
and Telangana. Participants represented the
different departments such as Public Health,
IMD, Disaster Management, Science
Technology and Evironment.

The strategies in the National Action Plan for
Climate Change and Human Health were
discussed in detail with the State representatives.
Participants brainstormed and deliberated on the
state specific issues related to climate sensitive
illnesses. As the outcome of the consultation,
participant states came up with priority areas in
climate change and health, the outline and steps

Volume -6, Issue -1

for drafting state action plans for climate change
and human health.

(Contributed by: Drs Pranil Kamble, CS
Aggarwal, NCDC)

Training conducted for State
Finance Consultants of IDSP

A meeting of State Finance Consultants of IDSP
was organized in NCDC,
2017. The primary goal of organizing this
meeting was to train the participants about
financial Management under IDSP & to and
make them aware of the proposed changes in
PIP process for 201¥8. Central Surveillance
Unit(CSU) IDSP had organized presentations
from Ms. Mona Gupta from TSA and Mr.
Rajeev Prasad from Office of Ms. Kavita Singh,
Director  (Finance), MoHFW. Finance
Consultants from 20 States participated in this
meeting.

In his Welcome Address Dr. Sunil Gupta,
Acting Director highlighted the importance of
sound financial management in running of IDSP.
Ms. Mona Gupta, in her presentatiomsdribed
the complete PIP process and gave an overview
of NHM priorities in the coming financial year.
She also clarified the doubts many of the
participants had regarding PIP preparation. In
his presentation, Mr. Rajeev Prasad gave an
overview of differeh Budget Pools under NHM
and how funds are allocated & utilized from
Communicable Diseases FlexiPool. He also
replied to many of the queries especially on
facilitating fund release from State treasury.

CSU, IDSP team led by Dr. Pradeep Khasnobis,
NPO therhad a one to one discussion with State
Finance Consultants where outstanding issues
were raised from central team and any State
specific queries were answered. Central team
also highlighted the importance of submission of
financial documents on time and iproper
format. Participants were asked to take the
massage to SSO to brief them about recent
developments on finance side in NHM.

(Contributed by: Drs Pranay & Pradeep
Khasnobis, CSUIDSP, NCDC)

12 January -March, 2017
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One day orientation training

workshop of Senior Regiona
Directors of Health & Family
Welfare, Govt of India and State
Surveillance Officers (SSOs) for
preparedness and response to
Emerging Infectious Disease

One day training workshop on Emerging
Infectious Disease was organized under the
Chairmanship of Dr.(Prof.) Jagdish Prasad,

DGHS (India) on 30.01.2017 at Nirman

Bhawan, Delhi, where in State Surveillance
Officers/Representative of SSOs of 22
States/UTs (Andhra, Assam, Bihar, Chandigarh,
Chhattisgarh, Delhi, Goa, Haryana, Himachal
Pradesh, Jharkhand, HKeataka, Maharashtra,

Manipur, Mizoram, Odisha, Punjab, Puducherry,
Rajasthan, Tamil Nadu, Telangana, UP and
West Bengal) AND 15 Senior Regional

Directors of Health & Family Welfare, Govt of

India participated.

Workshop had following sessions delivergd b
subject matter experts from the MoHFW, WHO,
department of Animal Husbandry, ICMR

1 Emerging Arboviral Diseasés
Perspectives and issues

1 Epidemiology and actions on Zika
Virus Disease at Points of Entry

9 Laboratory Diagnosis including sample
collection &transport for Zika Virus
Disease

1 Entomological Surveillance for Zika
Virus Disease,

9 Action plan for managing Zika Virus
Disease Epidemiology and international
scenario of influenza

1 Contingency plan for management of

human cases of avian influenza

Action plan on Preparedness

Control and Containment of Avian

Influenza (Revised,2015)

9 Laboratory Diagnosis including sample
collection & transport for Influenza

= =

Prof. Dr Jagdish Prasad, Director General of
Health Services, MoHFW , addressed the
participants and ephasised on the preparedness
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as per the action plan for Zika Virus Disease and
other emerging infectious Diseases. Ad
Shri.Navdeep Rin@, Joint Secretary, MoHFW
Government of India and S hri Lav Aggarwal,
Joint Secretary, MoHFW Government of India
also adiressed the participants and assured all
the support from MoHFW Government of India.

(Contributed by: Drs Ranjeet, Pradeep
Khasnobis, CSU IDSR NCDC)

NCDC conducts stakeholder
meeting for AMR

Antimicrobial resistance
is well recognized as a
growing theat to public
health globally including
our country. India has
given due cognizance to the problem of
Antimicrobial resistance (AMR).Government of
I ndi a has l aunched
Containment of Anti mi
the 12th five year lpn (20122017)on pilot
basis. WHA resolution adopted globa